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ta.2012.1Abstract Infectious mononucleosis is a viral infection, caused by Epstein-Barr virus, which is char-
acterized by fever, sore throat, lymphadenopathy and atypical lymphocytosis. Bilateral quinsies
associated with infectious mononucleosis are described very rarely. Bilateral quinsies are difﬁcult
to diagnose clinically because of lack of hallmark signs of peritonsillar abscess and, serious compli-
cations can occur due to delayed diagnosis. This is the ﬁrst reported case of infectious mononucle-
osis that presented with bilateral sinus formation due to spontaneous rupture of bilateral quinsies.
ª 2012 Egyptian Society of Ear, Nose, Throat and Allied Sciences.
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Infectious mononucleosis (IM) is a viral infection, caused by
Epstein-Barr virus (EBV), which is characterized by fever, sore
throat, lymphadenopathy and atypical lymphocytosis. Periton-
sillar cellulitis is associated with IM, however, progress to
quinsy is rare. Bilateral quinsies associated with infectious
mononucleosis are described very rarely.Medical Campus, PT BDS
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1.0032. Case report
A 40-year-old village woman, presented with the history of
sore throat and painful swallowing of 10 days duration. These
symptoms were most severe after 2 days of the start of com-
plaints, when the patient was not even able to swallow her
own saliva. The patient developed fever for 6 days, started
on the day of onset of the illness and mild difﬁculty in respira-
tion for 1 day, started on the 4th day of the illness. These
symptoms improved with the spontaneous discharge of puru-
lent material from the mouth, occurred on the 5th day of the
illness. As per records, the patient took treatment from a pri-
vate practitioner, who diagnosed the case as tonsillopharyngi-
tis and prescribed, antibiotics (Azithromycin) and analgesics
(Ibuprofen).
On throat examination the pharyngeal mucosa was con-
gested with enlarged tonsils on both the sides. Peritonsillar re-
gion showed oval shaped sinus formation on both the sides with
a size of approximately 1.5 · 1.5 cm (Fig. 1). Neck examination
revealed bilateral cervical lymphadenopathy. On systemic
examination inguinal lymphadenopathy and splenomegalyces. Production and hosting by Elsevier B.V. All rights reserved.
Figure 1 Bilateral sinus formation due to spontaneous rupture
of bilateral quinsies.
46 R. Wadhera et al.were detected. The white blood cell count was 16,000 with 60%
lymphocytes. Peripheral blood ﬁlm showed approximately
12% abnormal lymphocytes. Liver functions were found de-
ranged, serum bilirubin, serum transaminases and alkaline
phosphates were raised. The heterophile test conﬁrmed the
diagnosis of infectious mononucleosis. The patient recovered
completely with symptomatic treatment in another three weeks.
Our departmental board of postgraduate studies which is
equivalent to institutional review board approved the paper.
3. Discussion
IM is an acute self limiting disease usually seen in young adults
following primary infection with the EBV. In most cases, spon-
taneous resolution of the disease occurs in 2–4 weeks. In oth-
ers, it may be more prolonged and lead to a state of mental
and physical fatigue in convalescence or complications includ-
ing otolaryngological, hematological, neurological, cardiac,
pulmonary or splenic rupture.1 Treatment is symptomatic for
mild to moderate cases, but reports are beginning to appear
of severe cases being effectively treated with antiviral agents
such as famciclovir.
Peritonsillar abscess (PTA) is a complication of acute ton-
sillitis when the infection spreads into the peritonsillar space.
A second proposed mechanism is that a PTA may also repre-
sent an abscess of Weber’s glands, which are minor salivary
glands located in the supratonsillar space.2,3
PTA is a relatively uncommon otolaryngological complica-
tion, occurring in approximately 1% of the patients admitted
for IM.4 Use of steroids in patients with IM has been associ-
ated with the development of peritonsillar abscess.5
Clinically, peritonsillar abscess is characterized by trismus,
odynophagia, ‘‘hot potato voice’’, edema and erythema of the
superior peritonsillar tissues, uvula and soft palate deviation
away from the infected site and cervical lymphadenopathy.6
When PTA occurs bilaterally, the key clinical features of thePTA are absent, speciﬁcally uvular deviation and palatal devi-
ation away from the abscess will not be present.7 A bilateral
PTA can be confused with lymphoma of the tonsils, inﬁltrating
carcinomas of the soft palate and uvula, minor salivary gland
tumors (e.g. pleomorphic adenoma) of the soft palate and
acute tonsillitis. Bilateral peritonsillar edema associated with
IM may have an appearance similar to bilateral PTA.6 All
these features make the clinical diagnosis of a bilateral PTA
difﬁcult, so a high index of clinical suspicion is required for
early diagnosis.
It is important to diagnose and treat PTA rapidly and
adequately, to prevent complications, including airway com-
promise from laryngeal edema, a parapharyngeal abscess,
retropharyngeal and mediastinal extension, jugular vein
thrombophlebitis, sepsis, cavernous sinus thrombosis, brain
abscess, meningitis, dissection into the internal carotid artery,
and, if rupture occurs, aspiration and subsequently pneumonia
and lung abscess.8
In clinically suspicious cases needle aspiration of the peri-
tonsillar region, intra oral ultrasound or computed tomogra-
phy scan of the neck with contrast can be used for the
diagnosis of peritonsillar abscess. Radiological investigations
are non invasive well tolerated procedures, even in the presence
of trismus in evaluating and treating PTA.7,9
A medline search revealed that there has been no reported
case of IM that presented with bilateral sinus formation due to
spontaneous rupture of bilateral PTA.
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